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Ethical issues in diagnosis and management of patients in
the permanent vegetative state
Derick T Wade

Gastrostomy feeding has been withdrawn from around
20 people diagnosed as being in the permanent
vegetative state in the United Kingdom, inevitably
resulting in their death from dehydration. The clinical
diagnosis is confirmed by healthcare professionals and
legality is conferred by the courts, but the ethical posi-
tion is not formally considered. This article outlines
some specific ethical issues.

Permanent vegetative state
The permanent vegetative state is diagnosed when a
patient is unaware of himself or herself and his or her
environment and there is no prospect of any change in
this state by any means. The clinical characteristics and
diagnosis of the condition have been established
(box).1–6 Nevertheless, the clinical diagnosis is not
always easy because there is a spectrum from the veg-
etative state to full awareness. The border between
these two states is referred to as the low awareness
state.1 No absolute definition exists for low awareness
state. Generally, however, the patient behaves in a way
that implies that at times he or she may be able to
extract meaning from a stimulus and may be able to
respond in a goal directed way. Usually the state is
intermittent, with only vegetative responses being
present at other times. Rarely, it may be possible to
establish some form of rudimentary communication.
We do not know if patients have any day-to-day
memory or appreciation of their situation or whether
they can experience somatic or emotional pain or
pleasure.

Legal position
The legal argument is straightforward. Patients must
consent to any treatment they receive; otherwise the
doctor is liable to a charge of battery. Patients in the

vegetative state are unable to give consent, both
literally and legally (in terms of their mental capacity).
Therefore they can be treated only if it is in their best
interests. That question can be referred to the High
Court. “The question is not whether it is in the best
interests of the patient that he should die. The question
is whether it is in the best interests of the patient that
his life should be prolonged by the continuance of this
form of medical treatment or care.”7 In every case the
High Court has decided that a patient in the
permanent vegetative state does not benefit from con-
tinued treatment and has given permission to stop
treatment. It does not decree that treatment must stop.

There may be a logical inconsistency in the legal
position.8–10 The law states that the patient in a perma-
nent vegetative state has no interest but also concludes
that treatment is not in the patient’s best interests. If
someone has no interest, how can they also have a best
interest? Counter arguments have been put forward.11

Ethical issues
This article focuses on the specific ethical aspects of
managing patients who are (or may be) in the perma-
nent vegetative state. It does not consider the ethical
questions that may arise before the eventual diagnosis
of permanent vegetative state. The box lists the stages
involved in a decision to stop treatment in the order
they are likely to arise. Each has its own ethical issues.

Diagnosis of permanent vegetative state

The patient shows no behavioural evidence of
awareness of self or environment
There is brain damage, usually of known cause,
consistent with the diagnosis
There are no reversible causes present and
At least six (and usually 12) months have passed since
onset

Summary points

The diagnosis of the permanent vegetative state
cannot be absolutely certain

There is no standard test of awareness and data
on prognosis are limited

Patients in the permanent vegetative state raise
ethical issues concerning the nature of
consciousness, quality of life, the value society
attributes to life, and handling of uncertainty

In an era of increasing demands on healthcare
resources decisions have to be made about
allocation of limited resources and how quality of
life is to be judged
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Considering that treatment might be stopped
Two factors may prevent the option of stopping treat-
ment being considered. Firstly, the responsible health
staff may not accept that it is ethically allowable and
may therefore not raise the issue. In other words,
personal beliefs about a moral issue may preclude oth-
ers from making their own choice. Secondly, the
organisation may not allow the process to start,
perhaps believing it will be too expensive or will reflect
badly on it. Again choice is being curtailed without dis-
cussion or consideration. It may, however, be illegal
(and possibly unethical) to continue feeding once the
patient is known or suspected to be in the permanent
vegetative state.12

Therefore the first ethical question is: if someone is
in the permanent vegetative state is it ethical to
continue feeding them (which constitutes continuing
assault because they have not given permission)
without a full consideration of the matter by all
interested parties, probably including the High Court
in the United Kingdom?

Diagnosis of vegetative state
Diagnosing the vegetative state is difficult as there is no
definitive test for awareness. The neuroanatomical sub-
strate and neurophysiological mechanisms underlying
consciousness are still not understood. Indeed the
nature of consciousness itself is the subject of much
philosophical and neuropsychological debate.13 Con-
sequently there is scope for uncertainty and error.

This contrasts with the case for “brain death,” where
the neuroanatomy and neurophysiology are both well
established.14 The vegetative state is simply one end of
a spectrum of awareness, and there is no obvious
cut-off between the vegetative state and the low aware-
ness state.1 Three ethical questions arise: in the absence
of any test, can we accept that any human being is una-
ware? if so, can we equate the vegetative state (or some
other set of specified clinical observations) with
unawareness? and what level of uncertainty about the
diagnosis of vegetative state is acceptable?

Establishing permanence
Similar uncertainties arise concerning the prognosis of
patients diagnosed as being in the vegetative state.
Interest in the vegetative state has risen because of its
legal importance, and this has increased the amount of
study. But we do not know whether the vegetative state
as it is diagnosed now is comparable with the
diagnoses made five, 15, or 50 years ago. Consequently
it is difficult to evaluate much of the evidence, which is
anyway weak. The anecdotes of late recovery are
difficult to substantiate, and we do not know how
certain the original diagnosis was or how good the
recovery was. We therefore need to consider what level

of certainty about the prognosis for any recovery is
acceptable and whether the level of potential recovery
(for example, to a low awareness state) should alter the
considerations.

Decision to withdraw feeding
The decision to withdraw feeding, which is made by the
High Court, needs to be set in a consistent and
comprehensive ethical framework such as respect for
autonomy, non-maleficence, beneficence, and justice.15

The patient’s autonomy is completely compro-
mised by being in the permanent vegetative state as she
or he apparently cannot comprehend any information
and certainly cannot communicate any wishes. The
High Court acts on the patient’s behalf and decides
whether it is in the patient’s interests to continue treat-
ment.

Nevertheless, some aspects of the patient’s
autonomy could be considered. The patient may have
had pre-existing wishes, such as a wish to donate
organs. We also have to consider the patient’s perspec-
tive of being treated as a non-sentient person with loss
of privacy and dignity. Although care staff generally are
extremely thoughtful and, in my experience, do respect
the patient as a person, undoubtedly this will not be
true at all times or in all places. Rape has been
reported.16 The ethical question is: should the decision
process consider other aspects of a patient’s autonomy
such as their pre-existing wishes and the inevitable, if
rare, slip in the standard of humanitarian care?

Non-maleficence refers to the avoidance of doing
harm, and beneficence refers to doing good. If the
patient is truly unaware then it is presumably difficult
to do either harm or good. The patient truly has “no
interest,” and the High Court has decided that such
patients gain no benefit from continued treatment
given without consent.

This judgment will become more difficult once the
low awareness state starts to be considered. There
could, for example, be extensive arguments about
whether continued existence in a low awareness state is
worse than being dead. Ongoing treatment could then
be argued to be harmful. This might apply both to
patients in the permanent vegetative state in whom
prognosis was uncertain and to patients in a persistent
low awareness state. In future we are therefore going to
have to consider whether the possibility of recovery
into a lifelong state of low awareness and severe
disability should be considered beneficent or
maleficent.

Justice, which includes equity (the fairness of the
decision for other people), has not so far been consid-
ered explicitly in the context of treating patients in the
permanent vegetative state. Continuing to support
such a patient denies many other patients access to
scarce health resources. However, the decision not to
support the patient may alter the general perception of
the value of life—for example, leading to changes in
attitude towards severely disabled people not in a per-
manent vegetative state. Therefore the questions to be
asked are: is it equitable to allocate substantial scarce
resources to someone who is unaware of their situation
and who will not recover awareness? and is it worth
taking the risk that deciding to withdraw treatment
from one group of disabled people (those in
permanent vegetative state) may cause secondary

Stages of decision making

Recognising that the permanent vegetative state may
exist and that treatment might be stopped
Diagnosing the vegetative state
Deciding on its permanence
Deciding to withdraw treatment
Process of withdrawing treatment
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harm to other disabled members of society? The third,
provocative, question not yet faced is whether it is equi-
table to devote substantial resources to someone who
is unaware or scarcely aware of the intervention and
their situation and who will not recover any substantial
autonomy—that is, independence.

Mode of death
The last ethical question relates to the mode of death.
Stopping food and water inevitably leads to death
within 14 days from dehydration. Conscious people
suffer greatly if they die from dehydration. Moreover,
this mode of death precludes the use of any organs for
transplantation, which may run counter to the patient’s
known wishes. It would be possible to kill the patient
more directly. This might reduce the stress on and dis-
tress of relatives and health staff and allow the organs
to be used, which could satisfy at least some of the
patient’s previous autonomy. The situation is similar to
treating terminal distress in a conscious patient. We
need to decide therefore whether a more direct,
quicker mode of death should be allowed that would
enable some organs to be used for transplantation.

The future—broaden the interests
considered
Society has responded to the problem of patients in
the permanent vegetative state by concentrating solely
on patients who are undoubtedly unaware and on the
specific interests of the patient, finding a legal way to
allow the generally acceptable decision to be reached.
As discussed above, many ethical questions remain
unresolved and problems will soon arise. People who
are on the margins of permanent vegetative state will
increasingly come before the court. Someone may
challenge the medical and legal logic of the present
process, perhaps by taking a doctor to court for failing
to withdraw treatment.

One solution is to broaden the consideration to
include other parties and to use a full ethical account-
ing procedure. Thus for each question raised above
(and for others I have not considered) we could first
agree whose interests are legitimate and then consider
each party’s interests from the point of view of
autonomy, beneficence, non-maleficence, and justice.
The box gives some of the potential interested parties.
The main bone of contention is likely to centre on
justice—is it equitable to allocate so much scarce
resource to one person who is unaware for most of the
time? This will not be an easy question to answer.
Although healthy people may rate the quality of life of
someone in the low awareness state as very low, the
quality of life of people who have a specific chronic ill-
ness is determined by social factors and not the disease
or impairment, and they usually rate their quality of life
as reasonable.17 Patients in the low awareness state
seem to want to go on living.18 19 Consequently, we can-
not appeal to externally imposed judgments on quality
of life. We may simply have to face either rationing that
culminates in the premature and avoidable death of a
few people or allocating increasing resources to people
who are gaining minimal benefit as judged by most
other people.
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ing me to formulate my ideas. I particularly thank Claire
Johnston for checking the legal statements made.
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Interested parties and their interests

Patient
May have pre-existing statement of wishes in this
situation (an anticipatory decision)
May have wished to donate organs
May have had strong beliefs (religious or otherwise)
May or may not be experiencing emotions

Relatives (and friends)
May have financial interests (for example, will or
settlement)
May have other legal interests
May have emotional or other stressful experiences
May be ignoring children or others
May have strong beliefs

Ward staff
May have emotional interests in patient or family
May have strong beliefs

Organisation giving care
May have financial interests (positive or negative)
May have political or public relationship interests

Organisation funding care
May wish to allocate resources differently

Society
May wish to preserve sanctity of life
May wish to avoid “slippery slope”
May support different allocation of resources
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